D ebates about the best and fairest use of financial incentives in health promotion are nothing new and far from over. Writing about incentives in years past, I've fretted over the slippery slope lying between accountability and discrimination. In the first iteration of insurance-based incentives called ''risk rating,'' I argued that absent effective interventions, such policies were unconscionable cost shifts to those who couldn't afford such capricious penalties. After all, poor health has much more to it than bad habits. Under the Affordable Care Act's (ACA) wellness provisions, even with the inclusion of reasonable accommodations, I've still doubted the merits of ''outcomesbased'' incentives. Instead I've posited that ''progress-based'' incentives seem fair enough and worthy of study. As much as the ACA opened the door to a sudden natural experiment in the United States in the use of financial incentives, the framers of this evolutionary strategy for increasing employee accountability for health neglected to get fellow regulators at the Equal Employment Opportunity Commission (EEOC) on board. The Health Enhancement Research Organization (HERO) worked with a diverse group of stakeholders including employers, scientists, and consumer advocates to fashion guidance for policy makers aimed at balancing accountability, science, and health promotion best practices. Nevertheless, the EEOC's employee discrimination lawsuits along with a couple of ham-handed incentive schemes that met with widespread negative press may explain why ''outcomes-based'' incentives are already on the ropes. Though incentives use overall continues to rise, 1 survey estimated that ''outcomes based'' will drop from 44% using this approach in 2015 to 24% still trying the same this year.
A Call for ''Effort-Based'' Incentives
This ''Incentives and the EEOC Issue'' of The Art of Health Promotion (TAHP) is organized in response to the EEOC's long awaited issuance of their final rules relating to incentives. Leading experts in the use of incentives offer details concerning how the rules will effect wellness program design, provide calculations for how to decide incentive levels and offer updates on what research shows is working and not working. Though an incentive program is not a wellness program, I'd note that incentives experts can't be depended upon to make this distinction. I wouldn't be disturbed if outcomes-based incentives go the way of diet fads but resorting to laissezfaire benefits isn't a solution either. Is asking employees to make an effort too much to ask? As you'll see in my closing commentary, even on this, it depends. Rewarding effort and disavowing the same with an unhealthy culture won't work well. But inducements to make an effort when accompanied by a supportive culture of health may well work. From Our Webinar: In our webinar exploring international health promotion issues, we discussed the unintended consequences that can occur when expats try to contribute to other cultures. We polled our webinar participants about whether the use of financial incentives had unintended consequences and found that for the 100 plus practitioners in this audience there have been virtually no negative effects from offering incentives in their organizational cultures (go to: http://healthpromotionjournal.com and see webinar archives/ Global Health Promotion).
Further reading

Which Best Describes Your Experience With Incentives in Your Organization?
Working Within the New EEOC Guidelines Jim Pshock O n May 16, 2016, the Equal Employment Opportunity Commission (EEOC or Commission) issued its final rule to amend the regulations and interpretive guidance implementing Title I of the Americans with Disabilities Act (ADA). The purpose was to provide guidance on the extent to which employers may use incentives to encourage employees to participate in wellness programs that ask them to respond to disability-related inquiries and/or medical examinations. This guidance applies to those offering a wellness program only to employees enrolled in an employee-sponsored group health plan, to all employees regardless of whether they are enrolled in such a plan, or as a benefit of employment by employers who do not sponsor a group health plan or group health insurance.
Simultaneously, the EEOC issued its final rule to amend the regulations implementing Title II of the Genetic Information Non-Discrimination Act (GINA) that addresses the extent to which employers may offer incentives for an employee's spouse to participate in a wellness program. More specifically, the GINA rule addresses the extent to which an employer may offer an inducement to an employee for their spouses providing information about the manifestation of a disease or disorder as part of a health risk assessment (HRA) administered in connection with an employer-sponsored wellness program.
Background
Most who subscribe to this journal ascribe to its core beliefs that almost half of all premature deaths in the United States are caused by lifestyle-related problems, and that we can prevent many of these deaths and enhance quality of life for millions of people if we can help them exercise regularly, eat nutritious foods, avoid tobacco use and excess alcohol consumption, manage stress, enhance social networks and economic conditions, clarify lifestyle values, and achieve a sense of fulfillment in their intellectual pursuits. Achieving meaningful impact in this field is complex, multifaceted, and challenging, yet it is possible and exceptionally rewarding.
While many initiatives toward these goals are targeted at communities, schools, research, marketing standards, and the food industry, many other investments into health promotion are based on workplace health promotion initiatives. And why wouldn't they be? With the vast majority of working-age adults obtaining health insurance coverage through their employer, strong links between these same lifestyle issues and worker productivity, absenteeism, injuries and disabilities, and the enormous impact that poor health can have on the costs associated with running a business, many employers view health promotion efforts as critical investments into infrastructure as well as a way to boost employee morale and elevate the culture.
''Left unregulated, these variable approaches may create a landscape prone to unfair treatment of employees, the use of nonevidence-based health initiatives, and discriminatory practices that fail to accomplish the stated goals.''
As with company dress codes, retirement plans, vacation policies, and performance reviews, companies are very unique in their cultures and in how they go about achieving business success and sustaining a viable entity. While some take a low-key, long-road, nurturing approach to health awareness and health promotion, others are more assertive and matter-of-fact in their approach, emphasizing business objectives above (or at least equal to) helping employees achieve improved health. Left unregulated, these variable approaches may create a landscape prone to unfair treatment of employees, the use of nonevidence-based health initiatives, and discriminatory practices that fail to accomplish the stated goals. They may also compromise the privacy and security of employee health information. While the Health Insurance Portability and Accountability Act (HIPAA) and the Affordable Care Act (ACA) contain numerous regulations regarding the types of programs that may be used, the financial limits imposed require exceptions as well as significant protections regarding the collection and use of health information for those who choose to participate in an employer-sponsored group health plan. Compliance with those regulations does not equate to compliance with any other applicable laws and regulations such as the ADA and GINA. Furthermore, many employer-sponsored health promotion efforts extend beyond health plan participants to all employees and in some cases their spouses and family members. Although these initiatives may be well intentioned, the initiatives impacting individuals outside of the safe harbors that were created within HIPAA and ACA created risks for employers and employees alike.
''The EEOC standards do NOT apply to programs that do not include disability-related inquires or medical examinations. However, all programs must still provide reasonable accommodations for an employee with disabilities and be made available to all employees.'' For several years, the EEOC has been asked to provide formal guidance regarding employee wellness programs and the use of financial incentives within them. Toward the end of 2014, the EEOC filed several lawsuits against companies that it believed had exceeded unstated financial limits that caused aspects of the plan to become coercive and ''not voluntary.'' The confusion caused by these suits lead to heated debate and new proposed legislation to force the EEOC to synthesize ADA and GINA regulations with the ACA. Ultimately, the EEOC provided proposed regulations under the ADA and GINA in 2015, leading to thousands of public comments from associations, work groups, and individuals on all sides of the issues.
The ADA generally prohibits post-hire disability-related inquiries or medical examinations that are not job related, except as part of a voluntary employee health program. The final ADA regulations define Jim Pshock when a wellness program that makes a ''disability-related inquiry'' or a ''medical examination'' is considered ''voluntary.'' The regulations also address confidentiality requirements and ''reasonable accommodation'' requirements, noting that they apply regardless of whether or not the wellness program makes a disability-related inquiry or requires a medical examination.
''Rewards, penalties, and ''the absence of a reward'' are all included and reclassified as ''inducements.''
In the end, it appears that the business community believes these new regulations are too restrictive, too inconsistent with the ACA and HIPAA, and too limiting in their impact on employer abilities to control costs and motivate behavior change. Advocacy groups for persons with disabilities, privacy rights, and consumer protections believe the regulations fall far short of providing adequate defenses to employees and consumers. The good news is that for the first time ever, all parties know where the boundaries are and we can collectively work to establish best practices.
While I am not an attorney, I have spent the past 2 weeks reviewing interpretations and practical applications from several national law firms and consulting practices and worked with a joint consensus work group created to provide guidance to the EEOC over the past year. You'll note that there is a great amount of clarity but a handful of important questions still remain. These questions have been posed to the EEOC in hopes of additional clarification.
At this point, the primary impacts and practical application of the final ADA regulations are as follows:
1) The final rule is effective upon health plan renewal on or after January 1, 2017. This appears to only apply to the application of financial inducements. Provisions against retaliation, confidentiality requirements, requirements for programs to be reasonably designed, and so on are effective immediately. 2) Allows medical examinations and health inquiries if part of a voluntary employee health program. Programs with total financial inducements valued at less than 30% of the cost of employee-only coverage (see no. 5) will be considered ''voluntary.'' 3) Requirements largely attempt to mirror requirements of HIPAA and ACA, however, the EEOC regulations apply to all employees, regardless of whether or not they are enrolled in an employer-sponsored health plan. The 30% calculation method varies based upon whether or not nonhealth-plan participants are invited into the wellness program. 4) Rewards, penalties, and ''the absence of a reward'' are all included and reclassified as ''inducements.'' Financial, nonfinancial, ''in-kind,'' and even de minimus value trinkets are to be counted when tabulating the total value of inducements without regard to whether the inducement is health contingent/ outcomes based or participation based. Some legal experts believe that all elements need to be counted if any element of a program includes a disabilityrelated inquiry or medical examination. Other legal experts believe plans should only count the elements associated with a disability-related inquiry or medical examination. Additional guidance has been requested from the EEOC. What is a disability-related inquiry? According to the EEOC, it is a question or series of questions that are likely to elicit information about a disability. These may include questions about medical history, prior worker's compensation history, or broad questions about impairments that may lead to the disclosure of a disability. Programs that grant paid time off may find it very difficult to administer this provision, as the value of the reward will vary based on each person's wages. Additionally, popular items like coffee mugs, water bottles, spa days, and similar rewards may be eliminated by employers who are close to the 30% limit and concerned about exceeding the cap. It is unclear at this time how the use of point systems, reward malls, and employer-provided wearables will be impacted by these regulations. Additional guidance has been requested from the EEOC. 5) The 30% calculation varies based upon whether or not nonhealth-plan participants are included in the wellness program. Four possible scenarios apply: Nonhealth-plan participants are not included in the wellness program. In this case, the total of all inducements may not exceed 30% of the total cost of employee-only coverage for the medical plan in which the employee actually enrolls. Nonhealth-plan participants are included in the wellness program.
& If the employer does not offer health coverage, 30% of the cost of a sliver plan applicable to a 40-year-old nonsmoker on the public exchange available in the region where the company's corporate headquarters is located should be used as the maximum inducement for all employees. 6) Covers private employers with 15 or more employees as well as state and local government employers. There is some debate regarding the use of financial incentives embedded within health insurance policies and offered by insurance companies purchased by employers (such as a carrier offering a US$50 reward card for completing on online HRA). Unless further guidance states otherwise, plans are advised to count such inducements in the 30% calculation. 7) Prohibits retaliations, gateway coverage, and adverse action against employees who do not participate in the wellness program. While it's clear that employees may not have their employment terminated, be deemed ineligible to participate in health coverage, or be barred from promotions, threatened, or intimidated, there is considerable confusion and disagreement regarding the intent and meaning of ''gateway coverage.'' Clearly it prohibits employers from denying the ability for an employee to enroll in a health plan, but did the EEOC mean any health plan or every health plan? Many wellness programs incentivize employees by allowing them to earn a richer health plan. For example, all subscribers pay the same fixed payroll deduction for health insurance and they receive the ''basic plan.'' If they participate in a health screening and complete an HRA, they are enrolled in the ''enhanced plan.'' If they achieve health improvement (outcomes), they are enrolled in the ''premium plan''-all for the same cost.
Proponents believe that if the full value between the basic plan and the premium plan has a differential of 30% or less, the design is compliant. If such designs are not permitted, what about variable deposits to a health savings account, health reimbursement account, or a simple credit to one's deductible? This open question has been posed to the EEOC for further clarification as it represents a significant difference from the ACA and seems inconsistent with the stated intent. 8) Privacy, security, and notice requirements largely mirror HIPAA requirements but now extend to all employees regardless of whether or not they enroll in an employer-sponsored health plan. The program may not require participants to permit the sale of their information. The EEOC indicated they will provide a model privacy notice by mid-June 2016. The notice must clearly explain what information will be obtained, who will have access, how the information will be used, restrictions on its disclosure, and the methods that will be employed to prevent the improper disclosure of the information. 9) Reduces the incentive cap to 30% for smoking cessation program completion if the determination of tobacco/nicotine use is based upon a health examination (nicotine or cotinine blood, urine, or saliva test). The ACA regulations permit the use of up to 50% of premium. Because the EEOC does consider tobacco use a ''disabilityrelated inquiry,'' they do not prevent plans from using the ACA cap of up to 50% of premium to induce nontobacco use or the completion of a cessation program if an attestation is used to determine tobacco/nicotine use instead of an examination. 10) Mirrored the HIPAA and ACA definition of ''reasonably designed,'' stating that inducements for participation in employee health programs must include programs that are reasonably designed to promote health or prevent disease. Program cannot require an overly burdensome amount of time for participation, involve unreasonably intrusive procedures, be a subterfuge for violating the ADA or other laws, or require employees to incur significant costs for medical examinations.
Asking employees to provide medical information on an HRA without providing any feedback about risk factors or without using aggregate information to design programs or treat any specific conditions would not be considered reasonably designed. An HRA that alerts participants to health risks and provides a recommended course of action would typically be considered reasonably designed.
The final ADA regulation did not do the following (items that were contemplated in the proposed regulations): 1) Did not reinforce the recent court decisions that concluded employers sued by the EEOC were within compliance requirements because of the ''safe harbor'' provisions of the ADA (42 USC 12201(c), which permit an insurer, benefit plan administrator, or similar organizations to make health inquiries and conduct examinations in determining underwriting risks, classifying risks, or administering risks based on or consistent with state law. Essentially the EEOC indicated that they believe the courts got it wrong. These final rules specifically state that the safe harbor provision does not apply to wellness programs even if they are part of an employer's health plan. 2) Did not create a new affordability standard or different caps for low-income employees. Because ACA affordability requirements already require employers to offer minimum coverage levels and not charge employees more than 9.56% of their annual household income, as their share of the costs regardless of premium adjustments due to wellness programs (excluding tobacco), they did not believe that additional protections were required for low-income employees. 3) Did not require plans to collect ''written consent'' regarding the voluntary nature of the program. 4) Did not require plans to accept ''physician attestation'' in lieu of program participation or achieving plan outcomes. Note that the ACA indicates that personal physicians may still deem a particular requirement or standard to be medically inadvisable and they may request a waiver of the standard or a modified standard. In the absence of a medical issue, a personal physician may join in the request for an alternative standard and/or an alternative to the alternative offered by the plan. 5) The EEOC standards do not apply to programs that do not include disability-related inquires or medical examinations. However, all programs must still provide reasonable accommodations for an employee with disabilities and be made available to all employees.
Primary impacts and practical application of the final GINA regulations:
1) Clarifies that tobacco use is not ''genetic information'' and thus can be included. 2) Caps inducements offered to spouses at 30% of the cost of employee-only coverage. Whatever maximum applies to the employee will also apply to the spouse, essentially allowing 2Â the cost of employeeonly coverage. Note that this amount may in fact be greater than the 30% of employee þ spouse coverage that may apply for ACA compliance. Plans should use the lesser of the 2 amounts. 3) Clarifies that employers can use the same HRA for spouses as for employees, but spouses should provide their own privacy consent and answer questions directly. 4) May offer inducements for information about the manifestation of a disease or disorder but spouses genetic information is not permissible. 5) May not induce employee and/or spouse's children to participate in an examination or answer health questions of any kind.
While these new regulations will require employers to reexamine aspects of their wellness and incentive programs, they are not expected to cause major disruption or significant program redesign. In fact, regardless of where you stand on the details of the final regulations, the clarification of the EEOC's position represents a significant milestone in the evolution of health promotion programs and the protection of employee rights.
A Tool Kit to Help Employers Set the Amounts of Wellness Incentives, Cut Points, and Funding Strategies
Michael P. O'Donnell, PhD, MBA, MPH Part I: Concepts W hen I talk with employers about wellness incentives, the question they ask me the most is ''How big should my incentives be?'' My answer is always the same, ''It depends on your priorities.'' They also ask me how incentives should be paid for and the appropriate cut points to earn the incentive. My answer to those questions is also always the same, ''It depends, and it's complicated.'' Thinking about the answers to these questions gave me the idea for WikiWIT, which stands for Wiki Wellness Incentive Toolkit, to help employers answer these questions. I included ''Wiki'' in the name, because I need help developing WikiWIT.
''Wiki'' is a Hawaiian word meaning quick. It has entered mainstream culture through the pioneering efforts of Wikipedia, which set the audacious goal of working to ''compile the sum of all human knowledge'' through a collaborative effort in which users supply the content (from Wikipedia talk: Purpose Available at: https://en.wikipedia.org/wiki/Wikipedia_talk:Purpose. Accessed July 20, 2015) .
We hope to capture that collaborative spirit within the health promotion community to refine WikiWIT. WikiWIT can be found at www.healthpromotionjournal.com/wikiWIT. A brief summary of the concepts guiding WikiWIT and the equations are below.
WikiWIT has two parts. Part I has been released. It focuses on concepts and equations. Part II will focus on the findings from the scientific and professional literature to be used in developing values for variables in the equations. Part II will be released when we assemble a critical mass of studies to inform it, possibly in 2017.
WikiWIT is built around 3 major questions posed by employers:
1. How big should wellness incentives be? 2. What should the cut points be to earn the incentive? 3. How should incentives be paid for?
Question #1: How big should wellness incentives be?
To answer this question, employers should consider at least 6 factors: medical cost equity, behavior change, employee morale, design, management, and communication of the incentive program.
Medical cost equity reflects the excess medical costs associated with a health behavior, like tobacco use, or a condition like body mass index (BMI) that is commonly addressed in a wellness program. I would argue that the amount of these excess costs should be the ceiling on the incentives and that other factors (discussed below) should determine the final amount. The amount of excess costs can be drawn from the scientific literature on this topic, although that literature is limited at this point.
Behavior change is a core goal of any wellness program. If the purpose of the incentive program is to motivate employees to improve health, the incentive needs to be large enough to capture employees' attention and nudge them to at least make an effort to change. I would argue that the incentive should be at least big enough to engage a large portion of the population. The scientific literature on this topic is limited and it may be necessary to glean this information from the experience of wellness providers.
Employee morale is critical to most organizations because it impacts the core functioning of the organization. Incentives might enhance morale in some organizations, especially those that embrace the importance of self-responsibility and those with robust wellness programs and policies to help support good health. Employees in other organizations may perceive incentives as a reward to those who already have the good fortune of outstanding health and a punishment to those suffering from health issues beyond their control. Each employer needs to make a realistic judgment on the impact of wellness incentive on morale within its own organization, and the relative importance of medical cost equity and employee morale.
''A well designed and executed strategy and campaign can make employees excited about the incentives, while a poorly designed and executed strategy and campaign can intensify employee concerns.''
Effective design, management, and communication of the incentive program are critical to its success; a breakdown in any of these elements can have a very detrimental effect on the program. Successful design and management of incentive programs require knowledge of the federal regulations, including the legal appeals processes as well as understanding of behavioral psychology, intricate record keeping, and stringent quality controls. It is likely that employers will make mistakes designing and implementing these programs for at least 1 or 2 annual cycles before they work through all the common problems and develop best practice standards. Similarly, the quality of the communication strategy and campaign to announce the program can have a significant impact on employees' perception of the incentives. A welldesigned and executed strategy and campaign can make employees excited about the incentives, while a poorly designed and executed strategy and campaign can intensify employee concerns. Very few employee benefits departments have the experience or skills necessary to manage an effective campaign, so failure is not unlikely.
WikiWIT includes a questionnaire that quantifies employers' sense of the importance of behavior change; cost equity and incentives enhancing morale; and their confidence in their ability to effectively design, manage, and communicate an incentive program.
WikiWIT combines the concepts above into a set of 7 equations that can be used to determine the appropriate amount of incentives for participating in HRA/health screening, for being a nonsmoker, and for meeting health standards measured in a health screening, such as Michael P. O'Donnell normal BMI and normal blood pressure. Variations in these equations have been developed to reflect the relative priority the user places on achieving a desired level of participation versus achieving cost equity. The 3 equations (and definitions of terms within them) that will probably be used by most employers are shown in the sidebar and described briefly below. Note that the value of all incentives is expressed as a percentage of the total cost of the health plan per person.
The equation for the health screening/HRA participation (equation #1) incentives is very simple. It suggests that the incentive to participate in the health screening and HRA should be the amount necessary to nudge the desired portion of the population to participate. Emerging reports in the professional and scientific literature provide guidance on this amount and will be documented in subsequent white papers.
The equations for biometric outcomes (equation #2) and tobacco use (equation #3) are essentially the same equation. The only difference is the value of the numerator. The numerator for the biometric outcomes equation is the excess medical costs associated with BMI, high blood pressure, and any other biometric outcomes the employer decides to incentivize, while the numerator for the tobacco use equation is the excess medical costs associated with tobacco use. The denominators and the multipliers are the same in both equations. They reflect the importance of behavior change, cost equity and incentives enhancing morale, and their confidence in being able to effectively design, manage, and communicate an incentive program.
Example using preliminary estimates of the medical cost differentials and nudge values. Significant additional work is still required to determine the amount of the incentive necessary to nudge a significant portion of the population to participate in a health screening/HRA and to determine the excess medical costs associated with a health risk factor. My very preliminary ballpark estimates of the excess medical costs associated with health risks are 0% for cholesterol and glucose/hemoglobin A1C, and 15% for high blood pressure, excess BMI, and tobacco use. My very preliminary ballpark estimate of the incentive necessary to nudge most employees to participate in health screening/HRA is US$600. If the total cost of the health plan was US$6000, then US$600 would represent 10%. These preliminary estimates are suggested here only to illustrate values the calculator would generate for several scenarios and should not be cited as valid estimates.
Scenario I: Participation in health screening/HRA. In the first scenario, the employer is offering incentives only for the health screening and HRA. Equation #1 would be appropriate in this case. The nudge incentive would be 10% of the total cost of the health plan per person. For example, if total cost of the health plan per person were US$6000, the incentive would be US$600.
Scenario II: Health outcomes from the health screening. In the second scenario, the employer is offering incentives for meeting health standards. Equation #2 would be appropriate. The values in the numerator might be 15% for blood pressure, 15% for BMI, 0% for cholesterol, and 0% for glucose/hemoglobin A1C. This employer has decided that health behavior change and enhancing morale through the incentive are very important, but cost equity is not very important. Furthermore, it is not very confident that the incentive will enhance morale and is only somewhat confident it can design and manage an effective incentive program or communicate it effectively to employees. Finally, the employer decides that cost equity is of secondary importance, but all the other factors are top priorities. These factors reduce the amount of the ''We fully expect WikiWIT to evolve over time as based on its use by employers, consultants, and researchers. We are actively encouraging users to challenge it from every perspective and provide feedback.'' Scenario III: Tobacco use. In the third scenario, the employer is offering incentives for not using tobacco. Equation #3 would be appropriate. The values in the numerator would be 15%. This employer has decided that health behavior change, cost equity, and enhancing morale through the incentive are all very important. Furthermore, the employer is very confident that the incentive will enhance morale and that it can design and manage an effective incentive program, and communicate it effectively to employees. Finally, it decides that cost equity, morale, and behavior change are top priorities. As a result, the denominator and multiplier both have a value of 1 and the incentive for not using tobacco is 15%.
Question #2: What should the cut points be to earn the incentive?
The cut points or health standards that must be met to be eligible to earn the incentive can be established through 2 basic approaches. One option is to set the cut point based on the clinical standard that represents optimal health, or some small amount above that point. For example, the standard for blood pressure might be less than the normal blood pressure, that is, 120/80, or within the range of borderline high blood pressure, that is, below 140/90. Clinical standards have been established for all of the health factors normally included in a health screening. Alternatively, the standard might be the point at which medical costs begin to increase. For example, if medical costs start to increase when BMI is above 25, BMI of 25 could be the cut point. These values should be drawn from the scientific literature, which is sparse at this point. We will continue to monitor and report on the scientific literature as it is published.
Question #3: How should incentives be paid for?
Wellness incentives can be very expensive, typically ranging from several hundred to thousands of dollars per employee per year. It is unlikely that the wellness program will reduce medical costs or enhance productivity enough to pay for the full cost of the wellness program and the full cost of the incentives. Therefore, if the employer pays the full cost of the incentives, it is likely that the employer will lose money. As such, many (maybe most) employers have decided to share costs of the incentives with employees through differential health plan premiums based on employees participating in programs or achieving health goals, and some employers have decided to share costs of programs with employees by charging program fees or building program costs into the health plan premium. Table 1 shows the range of 9 options for sharing costs, which range from the employer paying for all the costs of the programs and the incentives to the employee paying all of these costs. Table 2 shows the likely impact of these 9 options on 3 key outcomes: fiscal sustainability, cost equity, and employee morale. These likely impacts are based on my expert opinion, not empirical evidence.
What's Next for WikiWIT?
We are referring to the current version of the WikiWIT as version 1.0 of Part I because the concepts it describes need to be tested. We fully expect it to evolve over time as based on its use by employers, consultants, and researchers. We are actively encouraging users to challenge it from every perspective and provide feedback, especially in the following areas: Scope (are the 3 major components of the tool kit the right components); equations for incentive amounts (do the equations focus on the most important issues? Do they include the right factors? Are the structures appropriate? Do the weighting factors provide the best method to tailor the analysis to different situations?), cut points (are the rationales for the cut points appropriate?), and funding options (do the range of options described cover the full scope of options? Are the ratings for fiscal sustainability, cost equity, and employee morale reasonable for each of the options?) We have created a forum for sharing ideas at www.healthpromotionjournal.com/wikiWIT and look forward to hearing from you.
We are also asking users to help identify studies from the scientific and professional literature that can better inform us on the amount of financial incentive necessary to produce various levels of participation in health screenings and HRA's, and the differential medical costs associated with each of the health risks normally measured in health screenings or addressed in wellness programs, especially tobacco use, elevated BMI, high blood pressure, high cholesterol, high glucose, and high hemoglobin A1c. This will be the focus of Part II of WikiWIT. T he purpose of this essay is to summarize the lessons for wellness programs from research on how health behaviors respond to taxation and other economic levers. Wellness programs are now common in the workplace. Among large US firms (defined as having 200 or more employees) that offered health benefits in 2015, 71% offered smoking cessation programs and 61% offered weight loss programs. 1 Wellness programs that offer incentives are categorized as either participatory or health contingent. Participatory programs pay incentives solely for participation, not any outcomes from the program; an example is rewarding smokers for attending a smoking cessation program, whether or not they later quit. In contrast, health-contingent programs offer incentives based on health status (such as having a BMI below some threshold) or behavior change (such as smoking cessation or weight loss). In 2015, 59% of large US firms offering wellness program-based incentives on participation, and 21% paid incentives based on progress toward a biometric goal. 1 The Affordable Care Act (ACA) of 2010 increased the maximum incentive that could be offered in wellness plans to 50% of the total individual premium (which is the sum of the employee and employer contribution) for smoking cessation programs and 30% for other programs. 2 The average annual premium for employer-provided health insurance in the United States was US$6251 in 2015, 1 implying that on average the maximum incentive that could be offered is US$3125 for smoking cessation programs and US$1875 for other programs. In practice, however, the incentives tend to be much smaller; among large firms offering incentives for biometric outcomes in 2015, the maximum possible reward was US$150 or less in 22% of firms, US$150 to US$500 in 35% of firms, US$500 to US$1000 in 15% of firms, and US$1000 to US$2,000 in 26% of firms; just 2% of firms had rewards greater than US$2,000. 1 Wellness programs have tremendous latitude in designing the incentives; they may be structured as rewards or penalties and can take the form of modified premiums, deductibles, or copays, additional contributions to a Health Savings Account, cash, gift cards, or merchandise. Among large firms offering incentives in their wellness programs in 2015, 65% offered cash or merchandise, 34% offered lower premiums or copays, and 19% offered some other type of reward. 1
Do Risky Health Behaviors Respond to Incentives?
A critically important question is, to what extent are such incentives effective at changing behavior, such as convincing smokers to quit or helping obese individuals lose weight? The essay by Volpp and his colleagues in this volume explains what is known from research on wellness programs specifically. However, that field of research is relatively young and small, and so researchers continue to look to the broader literature for guidance.
This essay explains what is known about the responsiveness of health behaviors to taxation and other economic levers. Wellness programs primarily target smoking and excess weight, so studies relating to those outcomes are the primary focus. However, research concerning alcohol and drug abuse is also informative about how individuals modify their risky health behaviors in response to incentives, so that research literature is summarized in a supplementary blog post (www.healthpromotionjournal.com/blog/). This essay focuses on the findings for adults (as opposed to those for youth) because employersponsored wellness programs are primarily targeted to employees as opposed to minor dependents. Much of the research expresses consumer responsiveness in terms of the price elasticity of demand; this indicates the percentage change in consumption in response to a 1% increase in price. For more information on the responsiveness of risky behaviors to prices, taxes, and other incentives, see the more extensive reviews of the economics of risky health behaviors. 3, 4 
Responsiveness of Smoking to Cigarette Taxes and Cash Incentives
There is some disagreement over the sensitivity of smoking to cigarette taxes. One study examined the impact of the recent (1995) (1996) (1997) (1998) (1999) (2000) (2001) (2002) (2003) (2004) (2005) (2006) (2007) large increases in cigarette taxes and estimated that the price elasticity of demand for cigarettes is relatively small: a 10% tax increase would reduce the prevalence of smoking by just 0.3% to 0.6% and smoking intensity (the amount smoked by current smokers) by 0.3% to 0.4%. 5 However, another study that examined the impact of the recent large cigarette taxes estimated that a 10% tax increase would reduce the prevalence of smoking by a larger amount: 3% for 45-to 59-year-olds and 2% for 45-to 64-year-olds. 6 This latter study is consistent with the evidence from earlier price increases. The 1998 Master Settlement Agreement between cigarette manufacturers and the state Attorneys General immediately increased cigarette prices by nearly 20% and raised prices further during the next 2 years. It is estimated that these price increases reduced the prevalence of smoking by 5% among adults but by less than 3% among pregnant women. 7, 8 More generally, there have been over 500 studies published of the price elasticity of demand for smoking; a meta-analysis calculated that the mean of such estimates is À0.48, which implies that a 10% increase in the price of cigarettes would reduce consumption of cigarettes by 4.8%. 9 Other evidence comes from studies that offer financial rewards for smoking cessation. A 2015 Cochrane Review located 21 such studies and estimated that, on average, incentives raised the probability of quitting smoking within 6 months by 42%, but few studies found that the effect persisted after the incentives ended. 10 
Responsiveness of Consumption and Weight to Food Taxes and Cash Incentives
Evidence suggests that consumers are only modestly responsive to taxes on foods. In the United States, state-level taxes are so small (eg, taxes on soft drinks average 2.7%) that they have no detectable effect on calorie intake or obesity. [11] [12] [13] Larger taxes or subsidies could have an effect. However, a field experiment in a grocery store in Upstate New York found that making nutritious foods 10% cheaper than nonnutritious foods had no significant impact on purchases. 14 There is stronger evidence of price responsiveness among low-income individuals. The US Department of Agriculture recently offered recipients of the Supplemental Nutrition Assistance Program a 30 cent rebate for each dollar that they spent on fruits and vegetables; the program increased the consumption of fresh fruits and vegetables by 25%, or 0.22 cups per day among participating adults. 15 In addition, a field experiment in a grocery store in a high-poverty neighborhood of Chicago found that offering a US$1 incentive to purchase at least 5 cups of fruits and vegetables doubled purchases of those items. 16 An overview of the economics of obesity contains more information on the responsiveness of food consumption and weight to food prices and taxes. 4 Other relevant evidence comes from studies that offered financial rewards for weight loss. This literature has found mixed results. Some studies have found no significant effect of financial rewards for weight loss, [17] [18] [19] while others have found substantial effects 20 ; differences in the amount and design of the incentives may explain these varying results.
Maximizing Responsiveness of Health Behaviors to Taxes and Other Incentives
These literatures offer other important lessons for wellness programs. For example, there is abundant evidence that taxes are more effective at changing behavior when they are more salient (meaning visible or tangible) to the consumer. For example, taxes that are included in the posted price reduce alcohol consumption more than taxes that are applied at the cash register and are therefore less visible at the point of decision-making. 21 Florida offered incentives for Medicaid enrollees to participate in exercise programs, but only 2 of the 428,000 who were automatically enrolled earned any incentives, which evaluators partly attributed to low salience of the incentives. 22 This implies that incentives in wellness programs can have the greatest influence when they are most visible to participants. Thus, structuring them in the form of premium discounts may not be very effective-changes in premiums are not very visible because they are deducted through the paycheck. In contrast, structuring them as reductions in copays may work better-these are observed by workers every time they visit a doctor or pay for a prescription. Cash and gift cards are even more visible and tangible.
Another important lesson is that wellness programs that focus on reducing a single risky behavior may unintentionally increase others because risky behaviors do not operate in isolation. For example, smoking can modestly reduce weight 23 ; thus, offering incentives for smoking cessation may lead to weight gain and offering incentives for weight loss may lead to increased smoking if participants see smoking as a method of weight loss. Comprehensive wellness programs that seek to incentivize a wide range of healthy behaviors may avoid this problem.
''Some studies have found no significant effect of financial rewards for weight loss, while others have found substantial effects; differences in the amount and design of the incentives may explain these varying results.''
There is also some risk of people engaging in unhealthy strategies to achieve the incentivized goal. For example, participants incentivized to lose weight may do so in an unhealthy manner, such as vomiting, purging, fasting, or undertaking unhealthy diets. In the first published study of financial rewards for weight loss, participants volunteered that they were using extreme measures, such as laxatives and diuretics, to lose weight rapidly and temporarily in order to get the rewards. 24 This is a reminder that ''you get what you pay for''-if you reward loss of pounds, then people will lose pounds but it may be water weight or even muscle. One way to avoid this is to be sure to incentivize the right thing; in this case, loss of fat rather than loss of pounds or BMI units. That would avoid creating incentives for losing water weight and also avoid disincentives to gain muscle mass through exercise. This concern about unhealthy responses may be relevant only for weight loss, with negligible risks for smoking cessation, alcohol abuse, or drug use. Another lesson is that healthful behavior change may not persist after incentives are removed. 4, 10 Thus, incentives in wellness programs may need to remain in place for the behavior change to persist.
Limitations
There are reasons for caution when generalizing from these studies. Taxes tend to be on the health-reducing consumption good (eg, tobacco, alcohol, energy-dense foods), whereas wellness incentives are tied to other but related outcomes, such as body mass index or the presence of cotinine (metabolized nicotine) in the urine. In addition, people may respond more to taxes because they expect them to be relatively permanent, whereas employees may respond less to a wellness program if they expect it to be temporary or they expect to change employers. The studies described above concern financial incentives, whereas wellness incentives may be nonfinancial, such as use of a preferred parking spot or exemption from the company dress code 25 ; little is known about how risky behaviors would respond to such nonfinancial incentives.
Conclusion
Research on how risky health behaviors respond to taxes and other economic levers suggests the following: (1) individuals' health behaviors do respond to incentives and (2) responsiveness may be modest and may depend heavily on the amount, salience, structure, and duration of the incentives. For incentives in wellness programs to be maximally effective, the amounts should be substantial and longlasting, take a form that is highly salient (such as cash rewards or modified copayments, rather than modified premiums), reward what really matters (eg, loss of fat rather than loss of pounds), and incentivize numerous health behaviors in order to avoid unintended consequences.
Introduction
T raditionally, wellness programs have relied on education to encourage health-promoting behaviors. The approach has obvious appeal: education can be evidence based, and providing it signals that an employer cares, but in a way that is comfortably arms-length away and nonintrusive. By those standards, it's hard to argue against education as a means to advance the health of employees-until you think through the implicit assumptions. Education makes sense if there is a knowledge deficit. But most Americans already know that smoking is dangerous, that seat belts save lives, that exercise is good for them, and that calories can make them fat. In these areas and many others, we don't face a knowledge deficit but a behavior deficit.
With this understanding, roughly 4 out of 5 large employers have moved beyond education to providing financial incentives for employees to participate in wellness programs or achieve certain health outcomes, such as joining a walking program or quitting smoking. 1 Yet, even with incentives reaching an average of US$693 in 2015, 2 employers and payers are not seeing meaningful improvements in health or wellness. In response, most companies simply increase the amount of the incentive. Given the economic and productivity gains from a healthy workforce, employers are often justified in their willingness to pay for success in health promotion. However, the evidence so far suggests that everincreasing financial incentives, deployed by traditional means, don't achieve the success employers seek. With new EEOC rulings limiting the amount that can be used to incentivize employees to complete health risk assessments or biometric screenings to 30% of self-only coverage, the value of each incentive dollar is more important than ever.
Karen Horgan
One reason traditional financial incentives-the ones where if you go to the gym or lose weight or stop smoking, you get money back on your health insurance premiums-don't work so well is that they require a highly disciplined perspective and highly rational decision process that most of us just cannot sustain. It is not that people are lazy; it is that we all succumb to a series of psychological biases that get in the way of the very behaviors we want to engage in to improve our health: we have a bias toward the present, are overly optimistic about our own futures, have an aversion to loss and regret, and are bound by inertia. Traditional economics assumes that people will always act in a rational manner and that increases in financial incentives will naturally lead to increases in incentivized behavior. In contrast, the field of behavioral economics is premised on the idea that we can harness our own natural foibles in ways that can get us closer to our own health goals rather than keep us from them.
Incentive programs that take into account human behavior and incorporate tools from behavioral economics can deliver superior results. They are easy to understand, though at times a little more challenging to implement.
Applying Behavioral Economics Principles to Incentive Design
A key lesson from behavioral economics is that the size of an incentive matters far less than how it is framed and messaged, how it travels along existing pathways of social networks, and how it connects to individuals emotionally. ''One reason traditional financial incentives don't work so well is that they require a highly disciplined perspective and highly rational decision process that most of us just cannot sustain.''
Evidence: Bundling Incentives and Weight Loss
A recent, yearlong trial aimed to test whether the promise of US$550 off next year's health insurance premium could motivate employees to lose weight. 3 After 1 year, employees assigned to a control group lost no weight, but neither did the employees who were promised the $550 financial incentive. The premium adjustment incentive did not work, and yet this kind of financial incentive is at the core of what so many employers are currently trying for weight loss and many other healthpromoting goals. Several reasons probably explain this failure. One is that the rewards were provided too far into the future. The challenges of weight loss present themselves with every meal and every snack-challenges that are hard to overcome with an incentive a year away. Second, even when those incentives are delivered up front, they are often diluted and rendered nearly invisible. While US$550 a year sounds like a large incentive, it amounts to only about US$20 bundled into a biweekly paycheck, directly deposited among much larger amounts, and never really seen. The issue is not what the incentive looks like at the end-of-the-year ledger, but what it feels like. And this kind of incentive might not feel like anything.
Eating a cookie now offers an instant reward, whereas a delayed incentive broken up into small increments and directly deposited among much larger amounts of money could not overcome the forces that have always made losing weight hard. Rewards that are timed in sync with the behavior being motivated, and that are visible, are more impactful.
Evidence: Loss Framing and Walking
A separate study tested ways to encourage employees to be more physically active. 4 A group of overweight employees were given a goal of taking at least 7000 steps a day, measured using the accelerometers in their smartphones. One-third of employees were randomly assigned to the control group and just received feedback about step counts. One-third could earn US$1.40 every day the 7000-step target was reached (US$42 per month). The final third had US$42 put into an account each month and US$1.40 was taken away every day they did not meet the 7000-step goal.
After 3 months, and even with regular feedback, employees in the control group achieved the step goal only 30% of the time. Employees who earned US$1.40 every day they met their steps achieved the goal 35% of the time-a figure statistically no different than that of the control group. By contrast, those who stood to lose US$1.40 every day they did not meet their step goal achieved the goal 45% of the time-a large and statistically significant increase in walking.
From a purely economic standpoint, the results do not make sense. The motivation for these last 2 groups ought to be the same: in each case, participants became US$1.40 richer for each day they walked at least 7000 steps. But from the standpoint of human psychology, there is an important difference. As much as people like to earn US$1.40, they really hate to lose US$1.40-a phenomenon known as ''loss aversion.'' Here, that loss aversion, which sometimes leads to bad decisions, has been used to promote healthy behaviors.
Evidence: Behavioral Economics Contest and HRA Completion
In a third study, researchers tested methods to prompt employees to perform a 1-time activity: completing their health risk assessment (HRA). 5 Historically, the employer involved had completion rates of 40%, even after the introduction of a US$25 completion incentive.
The following year, they tested 2 different kinds of incentives head to head. One group was offered twice as much for completion in the form of a US$50 gift card, and the other was entered into a program with the same expected value of US$50, but that also had several behavioral economics elements: instead of a fixed US$50 incentive, they were entered into a contest with an uncertain probability of a much larger reward. They were also put in teams, and if their team was selected to win, only the members of the team who completed the HRA received the reward. Those who did not had to face the regret of missing out as they watched their teammates win.
While the US$50 gift card only yielded an increase in completion rate from 40% to 44%, the behavioral economics-based lottery incentive boosted completion to 64%, at the same cost to the employer. This study highlights that the design of an incentive is far more important than the size of the incentive.
Conclusion
The new EEOC rulings continue to support the use of financial incentive programs to improve employee health and wellness. At the same time, the best approach to improving health and wellness may not involve putting more money toward it but instead using techniques from behavioral economics to make the money employers already put into it much more effective.
Policy and Equity in Work Site Well-Being
Laurie Whitsel, PhD, Chris Calitz, MPP, and Gregg C. Fonarow, MD T he workplace is an important setting for promoting cardiovascular health along with cardiovascular disease and stroke prevention. Comprehensive work site wellness programs that are well designed and fully implemented have the potential to improve health and reduce mortality, morbidity, and disability due to cardiovascular disease and stroke. However, it is very important to assure these programs are individually tailored, that they can reach all employees who are interested in participating, and that they are amplified by a culture of health in the workplace. Recent action by the Equal Employment Opportunity Commission (EEOC) has further defined for employers and vendors how work site wellness programs that integrate disability-related inquiries and/or medical examination should be designed to comply with the Americans with Disabilities Act (ADA) and the Genetic Information Nondiscrimination Act (GINA). More specifically, the final regulations have clarified how programs that use medical examinations or disability-related inquiries must be voluntary; that they need to notify employees how their medical-related data or genetic information will be collected, used, and protected; how the incentives/ disincentives within these programs can be designed; and how this rule is coordinated with other federal regulation. These new regulations apply to both participation-based and health-contingent programs whether they are associated with a health care plan or not. The EEOC also reiterates that even when medical information is not collected, these programs have to be available to all employees and reasonable accommodations must be made for employees with disabilities. The GINA regulation clarifies how genetic information is collected, used, and protected for employees and their spouses and dependents. This is an extremely sensitive issue for employees with a family history of disease where they may be concerned about their employer having access to this information.
Across the board, government regulation must positively benefit vulnerable employee populations. For example, can the dense privacy notices currently written in legalese be understood by employees with less education? Do most employees understand how their data are being collected, used, protected, and perhaps sold or shared with marketers and advertisers? Other important considerations for blue-collar, less educated, or low-income employees are whether they have access to robust, evidence-based programs that are tailored to their specific risk factors or lifestyle behaviors and whether their work environment is safe and providing a supportive culture of health. Often, these employees have higher prevalence of chronic disease or associated risk factors, so access to comprehensive programming, resources, and health care is essential but often not the reality. Having consumer protections in place within reasonably designed programs is important for those employees struggling to address their diabetes, manage their hypertension, address their weight, or overcome genetic predisposition to chronic disease. This holds true for those programs tied to the health-care plan but also for those programs outside of the health-care plan that are not necessarily bound by the Health Insurance Portability and Accountability Act (HIPAA). Incentives, or health risk assessments alone, do not constitute a robust work site wellness program. Vulnerable employees deserve access to comprehensive, evidence-based programs with adequate consumer protections in place so they can proactively address their health and well-being.
''Having consumer protections in place within reasonably designed programs is important for those employees struggling to address their diabetes, manage their hypertension, address their weight, or overcome genetic predisposition to chronic disease.''
The American Heart Association (AHA) is a strong supporter of comprehensive employee wellness programs that are grounded in science and evidence. Health promotion initiatives provided at the work site are critical to achieving our goal of improving the Laurie Whitsel, Chris Calitz and Gregg C. Fonarow cardiovascular health of all Americans and reducing cardiovascular disease and stroke mortality by 20% by 2020. However, it is vital to ensure that employees maintain access to affordable healthcare coverage under these programs. Equally important is continuing to build the evidence base on program efficacy and ethical, cost-effective incentive designs that foster optimal employee participation and long-term engagement. The AHA is committed to working collaboratively with researchers, employers, vendors, relevant government agencies, and other key stakeholders to help advance the science of work site wellness and to address known research gaps. These include a focus on health disparities and social determinants of health, the use of mobile health technology for individually tailored health promotion, employee engagement, and implementation challenges facing small companies that have a disproportionate burden of chronic disease and fewer resources to effectively address employee health.
Since 2009, the AHA has published several scientific statements and policy statements regarding workplace wellness and has participated in consensus papers addressing outcomes-based incentives in reasonably designed programs, EEOC regulation, and e-cigarette work site policy. In 2015, the AHA published a presidential advisory on workplace wellness recognition for optimizing workplace health that assessed the growing scientific evidence on employer health management scorecards and recognition programs and made recommendations for a new AHA/American Stroke Association national workplace wellness recommendation focused on cardiovascular health and cardiovascular disease/stroke prevention. In particular, the advisory recommended that scorecards and recognition programs place a greater emphasis on performance measures to complement the existing assessment of organizational structures and processes to improve the health of the workforce. Although there is growing evidence of a positive association between high performance on work site health scorecards and recognition programs with lower health-care cost trends and also company stock performance, the advisory found that more robust evaluation is needed. To that end, the AHA has established a new volunteer committee, the Workplace Health Steering Committee. Comprised of 15 national thought leaders and representatives in cardiovascular health and work site wellness, the Committee's primary charge is to help guide the AHA's workplace health research strategy, which will include, among other projects, independent evaluations of the enhanced tools and services the AHA is developing to help companies improve the prevalence of ideal cardiovascular health in the workplace. This emphasis on innovation, research, and quality improvement is one of the guiding principles adopted by the AHA's CEO Roundtable, a group of CEOs from some the country's largest employers representing approximately 7 million employees and their dependents. Together, these CEOs have committed to form a learning collaborative and actively serve as role models for healthy living in order to enable and sustain a workplace culture of health.
In summary, employers, providers, and employees will hopefully continue the dialogue around the impact of government regulation and work toward finding consensus that optimizes the delivery of work site wellness programs, increases long-term engagement and participation for all employees, and ultimately impacts employee health and well-being positively. This kind of collaboration can transform the culture of our workplaces and optimize work environments where adults spend so much of their time.
Closing Commentary: Agency and Accountability Paul Terry, PhD
A physics professor and friend described how his teaching style has changed now that students can immediately and anonymously post their teacher evaluations online. ''I'm friendlier now, less strict, and sadly, less effective I think.'' He sighed. ''It's not so much that my standards have changed, but I'm more reticent about holding students accountable.'' Another friend, a former leader of a highly regarded police officer training program, shared his views on policing in an instant camera era. ''Of course cops are going to second guess their use of force,'' he said sternly. ''The consequence is already obvious; murder rates are rising. Will body cams change the use of nonlethal force? Time will tell. Whether justice is better served? [Long pause] I don't know.'' This issue of The Art of Health Promotion features expert commentaries relating to the final rules issued by the Equal Opportunity Employment Commission (EEOC) last month. As most employers hoped, the rules better align the EEOC rules with the Affordable Care Act (ACA) wellness provisions. They also offer more clarifications about the boundaries that human rights proponents consider critical to fairness in employee relations and attempt to address the balance between voluntariness and accountability. That EEOC guidance still fundamentally relates to caps on insurance differentials and backing of reasonable alternatives leaves countless questions unanswered in an era of wearables and e-monitoring of everything from gratitude to glucose levels.
Like research on how incentives work in education policy, we are in the nascent stages of discovering how new methods for monitoring, feedback, and rewards can improve health. Harvard researchers, for example, have experimented with millions of dollars in incentives attempting to improve behaviors like reading for thousands of students and report both promise and pitfalls. On these pages, I have interviewed Edward Deci, the father of intrinsic motivation as well as Robert Eisenberger, the father of perceived organizational support. Putting their amazing bodies of work side by side proves the point that incentives can, but don't always, sap intrinsic motivation. Nor can incentives ever be expected to substitute for the effects organizational leaders who go the extra mile for employees can have on employee agency and self-determination.
Paul Terry
''Autonomy rates up there with mastery as a prerequisite to behavior change, a tenet too often overlooked in the use of incentives.''
Will the new EEOC rules keep employers sponsoring wellness programs out of court with the EEOC? Time will tell. A great place to start would be to banish the use of the word required in incentives programs. Autonomy rates up there with mastery as a prerequisite to behavior change, a tenet too overlooked in the use of incentives. I don't think the EEOC could be any clearer that there is no such thing as ''outcomes-based'' incentives. Nor could they be more cautionary about the risks of requiring employees to do anything to attain an incentive. Too many incentives schemes I've reviewed connote that employees will be penalized if they don't hit a ''required'' target. It shows either an indifference or an ignorance about both the ACA and the EEOC's guidance in the use of incentives. The rules essentially say voluntariness means ''either/or'' when health contingent designs that take vital measures are used. Either show progress toward or achieve a clinical standard, or show some effort.
A Call for Effort-Based Incentives
Even if every incentive approach comes to honor the ''either/or'' realities of current rules, will some suggest that making an effort to improve health is too much for employers to ask? It will probably depend on the cultural context in which such participation-based approaches are used.
In O'Donnell's article in this issue, he discusses ''cost equity'' and suggests that the excess costs of having a condition like diabetes should be factored into the size of that individual's incentive. I've written often, on these pages and elsewhere, in opposition to this interpretation of ''equity.'' In the public health community, of which I've been a card carrying member for 30 years, equity means expanding access to care, not jeopardizing it. Higher insurance differentials based on poor health will land inordinately on lower-income employees, which is antithetical to public health sensibilities. Besides, it defies the law of large numbers that insurance needs to work where the premiums of the healthy offset the costs of the unhealthy.
''I don't think the EEOC could be any clearer that there is no such thing as ''outcomes-based'' incentives.'' If, however, O'Donnell's formulation somehow translates to rewarding those hardest to reach with wellness for making more of an effort to protect their health, then I'm all for it. Such a translation will require that we shrewdly match agency with accountability. Agency is a sociology term that simply means the capacity we have to act within the environment we're in. As Whitsel and colleagues note in their article on policy and equity in this issue, ''Important considerations for blue collar, less educated, or low-income employees are whether they have access to robust, evidence-based programs that are tailored to their specific risk factors or lifestyle behaviors and whether their work environment is safe and providing a supportive culture of health.'' I added the emphasis on and. Just as we need to drop the word ''required'' and adopt ''either/or'' thinking about incentives, we also need to couch a call for making an effort in a ''both/and'' context. That is, it's both important for individuals to make an effort and for all of us to create environments where such efforts can be successful and rewarded. Health policy, like education and criminal justice policies, are fraught with trade-offs between efficacy, liberty, and justice. Whether we confront these trade-offs sternly or with a sigh matters less than whether we stay open to divergent views and find our way toward common ground.
Further reading
